almost all side-effects more frequent (Judge & Caird 1977 , Caird 1977 . The avoidance of iatrogenic disease is imperative. Equally important are the clinical and organizational aspects of rehabilitation, particularly of the patient with stroke (Adams 1974) . It may be that geriatricians should not be especially concerned with stroke rehabilitation, but the fact is that they are, partly because the incidence of stroke increases exponentially with age, but largely and regrettably by default of any other deeply interested parties. It is not enough for the geriatrician to know that 'physiotherapy and rehabilitation should be started as soon as practicable' (Marshall 1977) . The scope and limitations of physiotherapy, occupational therapy, and speech therapy (Williams et al. 1977) require time and experience to learn, and there is little doubt that most geriatricians have learnt more of practical value from their paramedical colleagues than they might care to admit.
Practical experience in simple medical administration and a grasp of the skills required to organize services both for the individual elderly patient and for the large number of beds under the geriatrician's care are further essentials, since these are not matters that can be safely left entirely to others. The close contact between the geriatrician and both local authority services for old people and voluntary bodies concerned with the welfare of the elderly necessitate an appreciation both of the scope of their activities and of the factors that limit their effectiveness.
The range of skills needing to be learnt is thus considerable, and extends well beyond those conventionally taught to most doctors in training. Yet the increasing numbers of old people, particularly the very old, and the increasing demands they inevitably make, and will continue to make, on the health and welfare services make it essential that all doctors should now be aware of these skills. To whom then should they be taught, and how, and when? There can be no doubt that an introduction to the principles of modern geriatric medicine must be a part of the education of all medical students. That this is so has been recognized by the institution of Chairs of Geriatric Medicine, of which there are now lOin medical schools in the United Kingdom, and by the active participation of geriatricians in the undergraduate curriculum in most of the remainder. There may be argument about how this participation should be organized, and what are the main points that require to be taught. The first principle is undoubtedly the difference between the medicine of old age and that of middle age, in the presentation of disease, in its management with special reference to drug therapy, and in its psychological and social aspects, together with a clear indication of what geriatric units and geriatric services have to offer their patients, and thus what should be the reasons for referring a patient to the geriatrician. These topics can be covered in a lecture-demonstration course, but standard bedside clinical teaching is also invaluable. There is no difficulty in making the medicine of old age as interesting as cardiology or neurology, especially as most students have a natural aptitude in communicating with and relating to the elderly.
There may also be debate as to the most satisfactory time in the undergraduate curriculum for the participation of geriatricians. Considerable knowledge of clinical medicine may be regarded as a prerequisite, but experience in Glasgow, where geriatrics has for six years been taught in the first clinical year, shows that this is not necessarily so. The wide range of problems presented by the elderly and the fact that the needs of many of them require commonsense solutions rather than a detailed knowledge of clinical and investigational minutiae, make it appropriate to expose students to them at an early rather than a late stage in their undergraduate career. Gale & Livesley (1974) have clearly shown how students tend to be diverted from an interest in the problems of the elderly in their later clinical years.
Though undergraduate instruction is undoubtedly the most important single part of the teaching of the specialty, because some knowledge at least is needed by all doctors, there arc four groups who require postgraduate instruction and experience. These are: (I) those intending to specialize in geriatric medicine, whether as 'pure' geriatricians or 'physicians with an interest'; (2) physicians in general, because unless they are paediatricians the majority of their work for the remainder of their professional lives will inevitably be concerned with the elderly; (3) general practitioners, for the same reason; and (4) community physicians.
The training of the specialist geriatrician remains a matter of some controversy. Most geriatricians currently in practice have experienced training based on Squeers' apprenticeship principles I ; these perhaps have more to recommend them than is ordinarily credited to that maligned pedagogue. The most satisfactory training for a newly qualified doctor who sees his future in geriatric medicine is not greatly in doubt. He should take a senior house officer post in an active geriatric unit. to make certain that he is temperamentally fitted to work with old people. He should then gain experience in general medicine. and there acquire the basic clinical expertise. and then return to geriatrics as a senior registrar, to learn in particular the skills in rehabilitation and management that have been outlined above. But other paths leading to the same goal should never disqualify. There can be no doubt that all physicians of the future will need a knowledge of modern geriatric practice. if their patients are to receive optimum treatment. Rotational schemes at registrar level would seem a natural and relatively simple method of ensuring this. but it may well be that the most effective single way of ensuring at least a book knowledge of the subject would be the introduction into the MRCP examination of a reasonable number of questions in geriatrics. It is much to be hoped that this will soon happen (Royal College of Physicians 1978).
The requirements of general practitioners are somewhat different. Some vocational training programmes include a period spent in a geriatric unit, but there may be difficulties in integrating the trainee into the working of the unit. What needs to be taught is what the specialist geriatric unit, and the facilities it contains, has to offer to the general practitioner and his pauents. The reasons for referral of patients by general practitioners to geriatric units remain unclear (Kennedy & Acland 1976) and it seems probable that the main reason for this uncertainty is a lack of a clear knowledge of the type of problem presented bY their elderly patients that is most likely to be helped by such referral.
The community physician similarly requires knowledge of what services are available to the elderly population under his care, of what the implications of the demographic state of that population are for the planning of such services, both now and in the future, and of the administrative and practical aspects of collaboration between geriatric and psychiatric services, and between health and local authority services. A community physician who does not know how many old people's homes there are in his district, and indeed has never been inside one, would seem lacking in training in an important aspect of his specialty.
The conventional clinical methods of teaching, at the bedside. in outpatient clinics, in day hospitals, and most importantly in patients' homes, can all be effectively used in both undergraduate and postgraduate teaching. A number of centres in the United Kingdom have for several years run formal courses in geriatric medicine. These may attempt a wide coverage of the field. or concentrate on one particular aspect. They have been of value especial1y to general practitioners and community physicians. National and regional meetings of the British Geriatrics Society also play an important part. particularly for the specialist. In addition, there are now a considerable number of books at a variety of levels dealing with a variety of topics in geriatrics. They include a major multi-author textbook (Brocklehurst 1973), a number of student and introductory texts (Anderson 1976 , Brocklehurst & Hanley 1976 , Caird & Judge 1973 , Hodkinson 1975 . Coni et 01. 1977 , Adams 1977 , and monographs dealing with particular aspects of the medicine of old age (Harris 1970 , Thomas & Powell 1971 , Verbov 1974 , Adams 1974 . Caird et al. 1976 , Willington 1976 , Devas 1977 , Hodkinson 1977 . The latter should be considered of interest to geriatrician and organ specialist alike, since their aim is to set out both the present state of scientific knowledge and the practical details of management of elderly patients in their respective fields.
Geriatrics involves many workers in the health care field in addition to doctors. and there are thus many others who are in need of teaching in the principles and practice of modern geriatric medicine. These include. first and foremost, nurses. and also physiotherapists. occupational I 'We go upon lhe practicalmode of teaching. Nicklcby;the regulareducation system, Cd-c-a-n, clean, verb active. to make bright. to scour. W-i-n, win, d-c-r, dcr, winder, a casement. Whcn the boy knows this out of book, he goes and docs it.' (Dickens C. 1838. Nicholas Nicklcby: Ch. 8) therapists, and social workers. The absence of a compulsory period of geriatrics in the course of nursing training in recent years (Committee on Nursing 1972) is evidence of a remarkable narrowness of vision. This must derive from a fundamental misapprehension of the realities of modern health care, since there can be no doubt that the nursing of the elderly is the real nursing of both the present and the future, and presents challenges which cannot be ignored and will not disappear. Not only is a large part of the nursing profession already engaged in geriatric nursing (and a greater part will be in the future), but the majority of all patients in hospital are elderly, and the major part of the time of nurses in the community is taken up with the elderly. Yet all geriatricians will have experience of nurses trained in the best schools whose appreciation of the practice and rewards of geriatric nursing is slight, and who recognize their lack of training in this important field. Though there is no substitute for practical experience, there are now a number of excellent textbooks of geriatrics for nurses of all grades, and of specialized geriatric nursing (Irvine et 01. 1970 , Rudd 1970 , Schwartz et 01. 1964 There is a similar tendency to regard exposure to the problems of the elderly in geriatric units as unsuitable for physiotherapists and occupational therapists in training (Peach 1978) . Yet, as with nursing, the involvement of both these therapists in the care of the elderly is already large, and continues to increase. A greater appreciation of reality, and of the central place of physiotherapy and occupational therapy in modern geriatric rehabilitation, must lead to a recognition of the need for formal teaching of geriatrics in this vital field.
The 'generic' social worker may also be denied any formal exposure to teaching in the social problems of the elderly. Luckily social workers with experience in these matters have not entirely disappeared from the hospital service, and there must be some hope that in the next few years the need for specialists with real knowledge of particular problems, such as those of old age, will become sufficiently apparent to be acted upon. There are few more difficult, more interesting, or more rewarding aspects of social work than that for the elderly, and it remains for teachers to make this plain to their students.
Finally, many others concerned with the elderly are in need of teaching, not perhaps in geriatrics (except to demonstrate that the word does not deserve the reputation it acquired in the workhouses of thirty years ago, and has not yet altogether lost) but more in understanding the needs of the elderly. These include home help supervisors and home helps themselves, and workers in old people's homes, all of whom need to be able at least to recognize the warning signs of remediable physical and psychological disorders in the old people with whom they come into contact.
In conclusion, if the body of knowledge and the particular skills involved in the modern health care of the elderly are recognized as being the foundation of a true specialty, then its teaching is a matter ofgrowing importance to all concerned with medicine in its broadest sense, and should be a part of the basic education of all doctors, and of many others, in addition to the need of many for detailed, indeed truly specialist training.
